Cancers of the large bowel -colon and rectumare unevenly distributed throughout the organ. Incidence rates are high in the caecum and ascending colon (International Classification of Disease, ICD-153.0), somewhat lower in the transverse colon (ICD-153.1) and lower even in the descending colon (ICD-153.2) to be followed by an abrupt rise in the sigmoid colon 3) and rectum (De Jong et al., 1972; Jensen, 1983) . Another well-known characteristic of large bowel cancer in affluent western countries is the sex ratio of approximately unity for colon cancer and the male predominance for rectum cancer (Haenszel & Correa, 1971) .
With few exceptions (De Jong et al., 1972; McMichael & Potter, 1983) little attention has been paid to differences in age-specific sex ratios for various parts of the large bowel. This paper draws attention to a gradual, evolutionary pattern from the ascending colon to the rectum, which must be considered when studying the aetiology of large bowel cancer.
All cases of large bowel cancer in Denmark are reported to the Danish Cancer Registry, as part of a nationwide registration scheme in existence since 1942 (Clemmesen, 1965; Danish Cancer Registry, 1983) . Recent evaluations indicate that cancer registration is virtually complete (Holm et al., 1982) . All new cases of cancer diagnosed since 1978 have been categorized by trained coders according to the International Classification of Disease for Oncology (ICD-0) (Waterhouse et al., 1982) . For the large bowel it distinguishes between the sites given in Table I .
The present investigation includes all 8924 cases of these sites notified to the Cancer Registry as first diagnosed between 1 January 1978 and 31 December 1980 (Table I) Table II shows the annual average age-specific incidence rates for the 3 years of 1978-1980 for cancer of the caecum and ascending colon (= ascending), transverse colon including flexures (= transverse), descending colon (= descending), sigmoid colon including the rectosigmoid junction (= sigmoid), and for cancer of the rectum excluding the rectosigmoid junction (=rectum). The results are presented graphically in Figure 1 .
For the ascending colon male and female rates are at the same level or with a slight male predominance until the age of 60, when female rates are -20% higher than male rates, Figure IA . The sex-specific rates for the transverse colon run virtually at the same level at all ages, Figure lB. A male predominance is seen among age-groups above 70-74 years for the descending colon, Figure  IC , and for the sigmoid colon slightly higher female incidence rates until around 60 years are followed by a male predominance above these ages, Figure  1 D. In Figure 1 E the well-known higher male rectum cancer rates are seen to affect the agegroups from 50 years and above only, increasing to a male:female ratio of almost 2 in the oldest agegroups.
In Figure 2 characterized by a clear shift from the young agegroups with female excesses to the older age-groups with male excess. Furthermore, the male: female ratios at a given age increase from the descending over the sigmoid to the rectum in the left part of the large bowel. The risk of large bowel cancer -and colon cancer in particular -is influenced by the caloriedense, high fat-low fibre nutrition of affluent western societies (Zaridze, 1983) . Colon cancer is generally considered one disease with a common set of risk factors. The aetiology of rectum cancer has rarely been studied on its own. It is commonly felt that certain as yet unknown risk factors may influence rectum cancer incidence (Jensen, 1983) but also that there may be some overlap with the factors affecting the colon.
The present population-based study of the incidence of cancer of various segments of the large bowel in Denmark during the 3-year period [1978] [1979] [1980] shows that the various subsites of large bowel cancer are characterized by specific age-and sexrelationships. The observed patterns (Table I , Figures 1 and 2 ) are unlikely to be erroneous. First, the Danish Cancer Registry has a long tradition of cancer registration in a well-defined population. Second, the proportion of large bowel cancers with undefined localization is quite small and of similar magnitude in the two sexes (Table I) period 1979-1980 show patterns similar to the ones in the present paper although with female incidence rates exceeding male ones at all ages for cancer of the ascending colon. A similar female excess at ages below 55 is seen for the remainder of the bowel, while male rates exceed female ones in older age-groups. Examination of age-standardized incidence rates for subsites of the large bowel suggests that the. same patterns hold true for western populations (Waterhouse et al., 1982) , but in view of the differences observed in relation to age a single figure can only represent a rudimentary description of a complex situation.
The present findings to some degree corroborate those previously reported. It has been proposed that endogenous female hormones are responsible for the higher female than male rates of colon cancer at pre-and peri-menopausal ages by their lowering of serum cholesterol and increasing the production of bile acids (McMichael & Potter, 1980 . As reviewed by Wynder et al. (1981) , secondary bile acids formed by bacterial degradation in the large bowel are colon cancer promoters. The present observations could be explained by a higher female than male output of bile acids at lower ages, with the bile acids undergoing intraluminal degradation to secondary bile acids, as they pass through the colon. This process is perhaps enhanced by slow transit and/or low faecal bulk. The male excess risk of left-sided bowel cancer in older age-groups may reflect either increased bile acid output by men compared with women in these age-groups or a higher prevalence among men than among women of other risk factors yet to be demonstrated. This does not, however, account for the inverse age and sex pattern observed for the right colon in Denmark and to some degree elsewhere.
Whatever the reason for the age and sex relationship for various subsites of the large bowel, these characteristics suggest that the factors which influence the risk of cancer of the ascending and transverse colon may differ from those affecting the left side of the colon. Contrary to current thinking the striking resemblance of the age and sex relationships for cancers of the descending colon, sigmoid colon and the rectum, suggest an aetiological relationship between these three sites of the large bowel, which by the International Classification of Disease are classified to two different "organs". It may be rewarding to distinguish between subsites of the large bowel in aetiological studies, or as a minimum to study the bowel proximal and distal to the splenic flexure separately.
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